wife. The young Glasgow surgeon McLeod was an early volunteer for service on the battlefields and he returned to write a full account of the management of war wounds. He succeeded Lister as professor of surgery in Glasgow. Holmes Coote and Carlton Holthouse became surgeons at St Bartholomew's Hospital. Of the physicians, Leared and Goodeve became well known in London and Barclay was a prominent member of the staffof Leicester Infirmary.
Rolleston eventually became professor of comparative anatomy at Oxford. Many of the others returned to England or Scotland to practise in other spheres of medicine and surgery.
For the individuals the experience was of some value. Few, however, achieved their ambition of gaining wide surgical experience but Spencer Wells, despite this, always maintained that his work on surgery of the ovaries owed much to his observations of abdominal injuries seen in the Crimea.
Some took back with them a new attitude towards hospital planning and hygiene. Many appreciated the importance of introducing a more acceptable and efficient type of nursing staff into the home hospitals. Brunel's prefabricated pavilion hospital was undoubtedly a breakthrough in hospital design and perhaps influenced Simpson in his writings on hospitalism and his advocacy of new, simple and expendable buildings.
Perhaps the experiment was a failure both from the point of view of relieving the situation in the Crimea at the time and of promoting a closer liaison between the army medical services and the civilian doctors. But indirectly, through the subsequent work of Parkes, it may be accepted that much good came out of it. The evolution, in time, of the territorial army medical officer and the RNVR medical officer who have supported the regular services in times of war may be thought to have stemmed from this Crimean interlude. BIBLIOGRAPHY Much material has been derived from the contemporary numbers of the Lancet, the Medical Times and Gazette, the Association Medical Journal, The Times and the Illustrated London News. For accounts of the civil hospitals the following may be consulted: A Lady (1856) Ismeer opium, the chosen purgatives being salts or castor oil. The Confederates soon ran short of drugs and had therefore to rely on extracts of blackberry, willow or sweetgum, which were used as astringents. They also prescribed large doses of whisky, and one suspects that at least they did less harm than their Northern counterparts.
There were also epidemics of smallpox, yellow fever and malaria, and several surprisingly lethal outbreaks of measles, especially fatal among the Confederates.
During the first year of the war one-twelfth of the Union soldiers were treated for syphilis or gonorrhoea. The rate thereafter appears to have been much the same. The Confederates may have done slightly better with only 68 per thousand but their figures are less reliable. They had, of course, less opportunity for relaxation in large towns.
The death rate from disease was particularly high in the prisoner-of-war camps. Neither side has an enviable record of humanity to prisoners but the ultimate in neglect, in disease and in near-starvation appears to have been reached in the infamous Andersonville prison camp in Georgia, which probably represents the most inhuman neglect of the elementary needs of prisoners until the Japanese became a twentiethcentury power.
The Treatment of Wounds The really lethal weapon on both sides was the non-rifled musket, whose low-velocity missiles produced far worse damage to tissues than do modern high-velocity steel-jacketed rifle bullets. Three-quarters of the wounds which were not immediately fatal were limb wounds, mainly in the upper limb, because of the practice of shooting from behind some sort of cover.
Forward surgical treatment tended to be crude. Wounds were usually probed for bullets before any anxsthetic was given. Failure to find the bullet meant that chloroform would be given, usually by the surgeon, though many operations took place without anesthesia. The surgeons, sleeves rolled up, arms and aprons smeared with blood, not infrequently held their knives in their teeth in order to have both arms free. It was preListerian surgery at its zenith. No one scrubbed up. Indeed, after a battle at Perryville water was scarce and some surgeons were unable to wash their hands at all for two days.
Most of this operating took place in the open air to get better light, often with a pile of amputated limbs clearly visible to waiting patients. There are many records of surgeons working through the night after heavy actions, doing their best with hurricane lamps.
Chloroform was the standard anesthetic. It was speedier and less bulky than ether. The anasthetic death rate was surprisingly low, about 1 in 2,000. This low death-rate justified the pressure from civilian sources without which anmsthesia might not have been used at all for some years. It was held by many of the army authorities that 'a wounded soldier's excitement would carry him through the severest operation' without anesthesia and even that pain was a necessary stimulus to recovery from shock.
Amputation appears to have been performed very readily. Indeed, field surgery was largely concerned with bullet extraction and amputation. One thing is certain about the war; the generals loved it. Even Lee, the gallant Southern gentleman, surveying the ghastly aftermath of a battle, said: 'Dreadful excitement. It is as well war is so terrible, or we should grow too fond of it. ' There is a widespread belief that 'nearly all the major scientific advances have been precipitated by war or by the fear of it', and the stimulus of war to medical and surgical advance is still an article of faith to many writers. This was a war which gave very little to medicine, to surgery or to science, and whose memory is more fairly to be kept green by its dreadful medical history than by glamorous novels, meretricious movie epics and deluded ideas of medical progress stemming from the furnace of battle. 
